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Abstract 
Systematic development of a patient safety culture is necessary because lack of quality care leads 
to human suffering. The aim of this review was to identify evidence of obstetric adverse events 
(AEs) and near-misses in the context of patient safety. We conducted a search of the published li-
terature from Europe, Australia and the USA in the following databases: Cinahl, Cochrane, Mater-
nity and Infant Care, Ovid, Pro-quest and PubMed, guided by PRISMA procedures. A total of 427 
studies were screened, 15 full papers retrieved and nine studies included in the final thematic 
analysis. The selected papers address a broad spectrum of adverse patient safety events in obste-
tric care. The themes that emerged were: type of AEs, near-misses and their consequences, strate-
gies to support and improve Patient Safety (PS) and domains related to the WHO Patient Safety 
competence outcomes. The findings of the first theme were grouped into the following categories: 
healthcare professionals’ perspectives on ethical conflicts, attributing blame and responsibility, and 
patients’ perspectives on lack of trust and involvement, as well as medication errors. The second 
theme, strategies to support interventions to improve PS, was based on two sub-themes: communi-
cating effectively and gaining competence by learning from adverse events, while the third theme 
was domains related to the WHO Patient Safety competence outcomes. In conclusion, few studies 
have examined strategies for managing AEs despite the existence of programmes that target the 
implementation of changes, such as improved teamwork training. In addition to exploring strate-
gies to make safety a priority for patients and healthcare professionals, it is of the utmost impor-
tance to improve communication with patients and between professionals in order to maintain 
and enhance safety. Efforts by organizations and individuals to continuously develop knowledge 
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about the risk of AEs and the use of best practice guidelines are also essential. 
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1. Introduction 
Patient Safety (PS) in obstetric healthcare has been researched in terms of learning needs and explored in order 
to strengthen safety [1]. Our definition of patient safety practices includes system, organisational and behaviour-
al interventions, both individually and in combination [2]. Not surprisingly, there is variation in the definition of 
PS. The World Health Organisation (WHO) defines patient safety practices as processes or structures that re-
duce the probability of adverse events (AEs) caused by exposure to the healthcare system across a range of dis-
eases and procedures ([3], p. 1). In an effort to report the domains that were necessary for the implementation of 
PS practices, Taylor et al. [4] focused on safety culture, teamwork and leadership, structural and organisational 
aspects such as size, organizational complexity and financial status, in addition to external factors including PS 
regulations and the availability of implementation and management tools, such as training resources and organi-
sational incentives. Building a safety culture is crucial for reducing the number and severity of errors, for which 
learning through PS incidents is an important method [5]. Another approach to PS can be found in the study by 
Hasley [6], who reports that decision support may enhance PS by helping clinicians to improve patient evalua-
tion, assessment, and treatments. The author thereby includes important aspects that provide best practice guide-
lines at critical decision points, thus preventing errors. This was in line with Madden and Milligan [7], who 
recommended maternity care interventions intended to enhance the health of mother and child by preventing or 
reducing complication and their consequences. The authors highlighted the need to report near-misses, because 
such events constitute a valuable learning experience and should be identified, reported and scrutinised as part of 
supervision. In accordance with the Department of Health (DoH) [8], healthcare near-misses are defined as an 
event arising during clinical care that fails to develop further, whether or not as a result of compensating action. 
According to Say et al. ([9], p. 289), the definition of maternal near-miss is “A woman who nearly died but sur-
vived a complication that occurred during pregnancy, childbirth or within 42 days of termination of pregnancy”. 
The authors presented three useful approaches for identifying maternal near-miss: clinical criteria related to a 
specific disease entity, intervention-based criteria and organ system dysfunction-based criteria. The WHO sys-
tematic review of maternal morbidity and mortality aimed at determining the worldwide prevalence of severe 
acute maternal morbidity, also known as a near-miss, [9] was of great relevance to this review. The authors con-
clude that there is a need to introduce uniform criteria to standardise the classification of severe acute maternal 
morbidity. Khan et al. [10] conducted a review to determine the distribution of causes of maternal death. The 
findings of 34 datasets were included in the analysis, which revealed that haemorrhage was the leading cause of 
death followed by hypertensive disorders and sepsis. 
The goal of the WHO Safe Childbirth Checklist Collaboration is to improve the health of mothers and neo-
nates [11] by initiating a process of agreeing on a definition and developing a uniform set of identification crite-
ria for maternal near-miss. The Quality Maternal and Newborn Care, on which the Lancet Midwifery Series is 
based, highlights what women need and want during pregnancy and childbirth [12]. Ten Hoope-Bender et al. 
[13] proposed three priority research areas and outlined the need for state investment in midwives as well as in 
their work environment, education, regulation, and management, all of which can improve the quality of care. 
However, despite the fact that a link between midwifery and quality of care in terms of efficient use of resources 
and improved outcomes has been reported, research on maternal care and PS is underdeveloped. Existing re-
search on AEs, which should constitute a cornerstone of safety analysis and improvement, is scare [14]. Al-
though healthcare interventions exist, the understanding of how to implement them in practice is lacking. Sever-
al programmes have been developed to address unacceptable levels of preventable AEs in maternity care. For 
example, Régo et al. [15] suggested an inter-professional resource management training programme to eliminate 
communication failure between medical and midwifery staff.  
This research is part of a wider international project on PS based on recommendations by the WHO [16]-[19]. 
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The ongoing research has an implementation approach focusing on how to operationalize and achieve evi-
dence-based and efficacious safe care, as well as which factors contribute to or hinder the success of such an in-
tervention, and why this is the case [20]. The WHO PS areas adopted in the research programme are: PS and 
health services, system development, knowledge of and learning about PS, PS awareness and identifying PS 
gaps at all levels of the health service. The definitions of PS adopted in this project are related to the dynamic 
system of healthcare and focus on the interaction of several elements, as well as the fact that incidents result 
from ineffective communication between the actors involved. Thus, preventing unnecessary injury that causes 
physical or psychological harm to a patient is of the utmost importance. As an AE is a difficult situation for a 
patient, it is necessary to focus on investigating the evidence in obstetric care.  
Aim 
The aim of this review was to identify evidence of obstetric AEs and near-misses in the context of PS. The re-
view questions were: What types of healthcare AE and near-misses were reported? And what intervention was 
implemented to prevent AEs and support the patients, their family members, and the professionals involved? 
2. Methods 
2.1. Search Strategy, Data Sources, and Screening 
The first author recruited a specialized librarian to discuss the keywords to be employed in identifying peer-re- 
viewed articles on the topic. The first search included five databases: Cinahl, Maternity and Infant Care, Ovid, 
Pro-quest and PubMed using the following keywords: patient safety, adverse healthcare events, maternal health 
services, obstetric and pregnancy complications. A second search was conducted in August 2015 in which the 
Maternity and Infant Care, Ovid, Pro-quest and PubMed databases were screened for the last 10 years using the 
keywords: patient safety, near-misses, and pregnancy in various combinations with misses OR adverse outcome 
OR effect* OR event*. 
2.2. Criteria, Data Extraction and Included Articles 
The inclusion criteria were original peer reviewed studies in the English language published between 2005 and 
2015. The exclusion criteria were studies about abortion, maternal obesity, antenatal heart disease, diabetes in 
pregnancy, intimate partner violence, homebirth, programmes that did not include the keyword “patient safety”, 
and studies from developing countries. Duplicates were excluded, resulting in nine articles (Figure 1). We re-
viewed the selected articles by focusing on their author, title, country, research aim and questions, subjects, set-
ting, method/design, data analysis, type of evidence related to healthcare AEs, and near misses, as well as inter-
ventions to support the persons involved. All authors on the research team were involved in assessing the data 
extraction and interpretation of the content of the included papers (Table 1).  
2.3. Quality Review 
The selected papers were screened and their quality evaluated using a step-by-step method guided by PRISMA 
procedures. We focused on two broad review questions: first, types of healthcare AEs and near-misses, and 
second, which interventions were implemented to prevent new AEs and support the patients, their family mem-
bers, and the professionals involved. 
2.4. Thematic Analysis and Interpretation of the Included Articles  
The findings were analysed in stages by means of a thematic empirical synthesis based on the aim of the study. 
Initial descriptions of the included articles were formulated. Relationship patterns were explored to identify 
themes and sub-themes. In addition, an interpretation of the consequences of AE’s and near-misses was devel-
oped and strategies to support interventions aimed at improving PS were related to the WHO’s Patient Safety 
Competence Outcomes (Table 2). 
3. Results  
The search strategy yielded 427 hits. Figure 1 describes the selection of the nine included articles.  
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Figure 1. Flowchart of search outcomes and the included studies (PRISMA) [21]. 
3.1. Characteristics of the Included Articles  
Most of the papers described AEs and near-misses from the perspective of healthcare professionals [23] [24], 
[26]-[30]. A majority of the reported AEs and near-misses were related to systemic failure, medication and drug 
errors [23]-[25] [28] and communication breakdowns, error in reporting and under-reporting [30], case man-
agement problems [28], failure to diagnose or act appropriately [28], lack of prioritization of safety [30] and in-
fections [24] [25], leading to maternal death and severe morbidity for the child [25] [28]-[30] (Table 1).  
The selected studies were conducted in four countries; Australia [22], the United Kingdom [23] [26] [28] [30] 
the United States of America [24] [25] [27] and the Netherlands [29]. They employed different designs such as 
survey, qualitative, experimental and a series of case reports. The most common weaknesses in the quantitative 
study design were related to sampling, design and low response rate [22] [23] [28]. One of the strengths of this 
group of studies was the use of theory [22], and/or evidence-based knowledge [25] [26] [29] to guide the re-
search and recommendations about how to support and improve PS [22]-[26] [28]-[30]. 
The results are presented based on the themes that emerged: The types of AE and near-misses and their con-
sequences, Strategies to support and improve PS and the Domains related to the WHO’s Patient Safety Compe-
tence Outcomes. The findings of the first theme were grouped into categories: Healthcare professionals’ pers-
pectives on ethical conflicts, attributing blame and responsibility, and Patients’ perspectives on lack of trust and 
involvement, as well as medication errors. The second theme Strategies to support interventions to improve pa-
tient safety was based on two sub-themes: Communicating effectively and Gaining competence by learning from 
adverse events, while the third theme was Domains related to the WHO Patient Safety Competence Outcomes. 
The relationship pattern between the types of AEs, near-misses and their consequences, as well as the strate-
gies to support PS and the domains related to the WHO’s model are presented in Table 2. Finally, the relation-
ship between AEs and near misses, strategies to support and improve PS and the WHO Patient Safety Model 
was interpreted. 
3.2. Types of AE, Near-Miss and Their Consequences  
Using thematic analysis, a total of twelve types of AE and near-miss emerged, which were categorized into two 
sub-themes, 1) the healthcare professionals’ perspectives and 2) the patients’ perspectives. 
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Table 1. Summary of the included articles on adverse events (AEs) and near-misses in the context of patient safety (PS). 
Author 
country 
Aim and 
Research question 
Subjects and  
study setting Method/design Data analysis Types of AEs and near-misses Support intervention 
Allen et al. 
[22] 
Australia 
To report a case  
study examining  
the safety culture 
Midwives, obstetric  
registrars, medical  
officers and obstetric  
staff specialists.  
n = 210 n = 15 
Descriptive  
case study; 
Questionnaires; 
Semi-structured 
interviews 
Descriptive 
Statistics; 
 Mean score 
template analysis 
Incident reports were  
highlighted;  
No specific types of AEs  
were reported. 
Infrastructure and capacity to 
support management activity; 
Improved leadership to  
strengthen the safety culture 
Lawton  
et al. [23] 
UK 
To explore the assessment 
of PS, the outcome of  
care (harm or not) and 
relationship (good or bad) 
with the care provider 
N = 98 mothers, who  
had between one and  
five children 
Four  
hypothetical 
vignettes in a 
questionnaire, 
Multivariate analysis 
Referral for big baby;  
VE after ruptured membrane;  
Discussion of the prescription  
of iron tablets and pethidine 
Theory and policy  
development;  
Improving relationships between  
patients and professionals 
Gephart  
et al. [24] 
USA 
To describe failure to  
rescue in neonatal  
intensive care and outline 
the nursing and system 
rescue actions that can  
be taken to rescue 
Nurses;  
Respiratory therapist;  
Transport team;  
Neonatologists;  
Pharmacist;  
Auxiliary staff 
3 cases of  
failure 
Interpretation of the  
rescue process; Activating 
a team response;  
Surveillance; Timely 
recognition of  
complications and  
Taking action 
Premature labour, not  
adequately managed and  
prenatal steroids not given;  
Infant delivered to mother with 
positive group B streptococcus  
not treated in labour;  
Preterm infant who developed  
necrotizing enterocolitis 
Team training, high-risk clinical 
drills, use of professional  
guidelines, standardized  
documentation;  
The CUS technique “I am  
Concerned, I am Uncomfortable 
This is a Safety issue” 
Kfuri et al. 
[25] USA 
To discuss prescription and 
use of medication during  
pregnancy and analysis  
of medication errors  
in obstetrics 
Labour/delivery; 
Maternity ward; 
Obstetric recovery  
room 
Series of case 
reports on 
medication 
errors in  
obstetrics 
N = 4583 
Analysis of the 
MEDMARX Medication 
error reports of omission, 
wrong time, improper dose, 
unauthorized/wrong drug, 
extra dose, drug prepared 
incorrectly, wrong  
administration technique, 
wrong patient, wrong 
dosage form 
Intrapartum infection;  
Lower analgesic efficiency;  
Severe depression;  
Bleeding; Hepatitis; Nausea;  
Maternal death;  
Malaise; 
Arrest of labour;  
Multiple-drug  
resistant MRSA 
Pharmacy-led medication  
safety team;  
On-line reporting;  
Computerised physician order 
entry/Clinical decision support; 
Medication related;  
Barcode-enabled point-of-care; 
Pharmacy barcode;  
E-prescribing barcode 
Scholefield 
[26] UK 
To report structures  
and processes for  
improving quality  
of care and patient safety 
Staff and patients  
at women’s and  
neonatal services 
Implementation 
Debriefing with  
patients and after  
complications 
Managing haemorrhage,  
delay in providing blood  
transfusion, poor use of  
protocols, or failure to call  
senior staff;  
Handover was recognized  
as an area of risk;  
Delay in transfer to  
other units 
Team briefings; Regular meetings 
and “walk-about”; Appropriate 
and learning multidisciplinary 
learning; Supporting as opposed  
to blaming staff in difficult  
circumstances; Involving and 
communicating with and  
involving patients in their own 
care and treatment; Mapping  
and analysing the events 
Simpson  
et al. [27] 
USA 
To describe  
communication between 
nurses and physicians 
during labour within  
the context of the 
nurse-managed 
labour model 
n = 54 nurses and  
n = 38 obstetricians; 
Labour and birth units  
in community hospitals 
Focus groups 
and in-depth 
interviews 
Inductive coding  
methods 
Discussion of oxytocin  
rate to maintain adequate  
contractions, time for  
admission and epidural  
anaesthesia 
PS is enhanced when the  
hierarchy is flattened so that all 
team members are encouraged  
and feel obliged to voice  
concerns about situations with  
a potential risk of patient harm;  
Interdisciplinary teamwork 
Symon  
et al. [28] 
UK 
To investigate midwives’  
understanding and  
recollections of  
clinical near misses 
Midwives in four obstetric 
maternity units n = 34;  
Group interviews with 
midwives n = 26;  
Antenatal clinic, home birth, 
labour ward, obstetric  
theatre, postnatal unit and 
postnatal community care 
A postal survey; 
Questionnaire 
Interviews 
Descriptive statistics 
Open-text analysis  
and interpretation  
of midwives’  
understanding of and 
response to near misses 
Case management problems; 
Communication failure;  
Equipment failure;  
Failure to diagnose/act  
appropriately;  
Syntocin infusion problems 
Drug errors 
Helping to prevent mistakes  
by learning from past errors;  
Continuity of care;  
Clinical supervision;  
The need for openness in  
clinical practice 
Martijn  
et al. [29] 
Netherlands 
To perform a  
structural analysis  
of determinants of  
the risk of critical  
incidents in care 
N = 71 critical incidents  
in primary midwifery  
care and subsequent 
in-patient hospital care 
Instrument  
to identify  
determinants  
of adverse 
outcomes and 
near misses 
Case-by-case analysis 
Maternal death;  
Severe maternal morbidity;  
Perinatal death;  
Severe morbidity of the child 
Diagnostic procedures and  
medical treatment;  
Organization of emergency care; 
Task description and delineation; 
Record keeping;  
Communication between care 
providers; Structural training 
Written protocols 
Currie & 
Richens 
[30] UK 
To describe midwifery 
staff’s perception of  
safety culture and make 
recommendations for a 
positive safety culture 
N = 5 senior midwifery 
managers, n = 6 community 
midwives, n = 17 midwifery  
students and n = 5 midwifery 
support staff;  
Obstetric hospital 
Focus groups 
Qualitative analysis  
included descriptions of 
group context, group 
interaction, use of  
humour and any areas  
of disagreement 
Error reporting and  
under-reporting;  
Client expectation of the service; 
Decision-making and  
staffing; 
 Communication; 
Prioritization of safety; 
Staff safety 
All staff should be given  
authority to report accidents, 
incidents, near-misses and  
safety concerns;  
Feedback and dissemination 
mechanisms need to be improved 
to guarantee learning outcomes 
VE = Vaginal Examination, MRSA = Methicillin Resistant Staphylococcus Aureus. 
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Table 2. Synthesis of the characteristics of the types of AEs, near-misses and their consequences, strategies to promote PS, 
and their relationship to the WHO’s Patient Safety Model [17]. 
Types of AEs, near-misses and their  
consequences 
Strategies to promote interventions to  
improve PS 
Domains related to the WHO’s  
Patient Safety Competence Outcomes 
HCPs: Psychosocial and physical attribution of 
blame and responsibility [23] [24]; 
Managing risks [26]; 
Near-misses and AEs are judged in terms of 
events and on how others react to them [28]; 
Failure to recognize and respond to unexpected 
changes in a woman’s condition during labour [30]; 
Failure to learn lessons [30] 
Safety culture [22] [26] [30] and policy  
development [23];  
Leading and supporting staff [26]; 
Promoting reporting and being open when  
things go wrong [26] [28] [30]; 
Learning and sharing safety lessons [26] 
[28] [30] 
Contribute to patient safety culture  
by increased reporting of AEs and 
near-misses 
HCPs: Inadequate communication between 
HCP’s in the healthcare system (community and 
in-hospital) [24] [27] and with the patient [29] 
Feedback and acknowledgement [30]; 
Team training, high-risk clinical drills,  
use of professional guidelines and standard  
documentation [24] [28]-[30]; 
Task description and delineation [29] 
Communicate effectively; 
Teamwork and collaboration 
HCPs: Ethical conflicts due to  
misunderstanding [30] 
Safety climate, the possibility to talk about 
failure [24]; 
Helping to prevent mistakes [28]; 
Prioritization of safety [30] 
Identify failure modes; 
Identify maternal near-miss 
HCPs: Inadequate infrastructure [22]; 
Referral procedures, risk assessment by  
telephone triage and technical procedures [29] 
Support incident management activities and 
leadership capacity [22] 
Optimize environmental resources  
to ensure PS 
PH: Loss of trust and responsibility for their  
own safety [23] [24] 
Involving and communicating with patients 
and the public [26];  
Involving patients in their own care and 
treatment [26]; 
Use of clinical decision support [25] [30] 
Optimize patient-centred care 
PH: Wrong obstetric medication resulting in 
harmful errors [25];  
Medication procedures [29] 
Medication administration that enables  
interdisciplinary quality improvement [25] 
[28] 
Manage safety risks 
Leadership 
PH: Perinatal cases of patients’ complaints [29] Clinical management [29] Manage safety risks 
AE = Adverse Events; PS = Patient Safety; WHO = World Health Organization; HCPs = Healthcare Professionals; PH = Patient Harm. 
3.2.1. Healthcare Professionals’ Perspectives on Ethical Conflicts, Attributing Blame and  
Responsibility 
This theme was associated with the relationship between healthcare professionals. Ethical conflicts due to in-
adequate communication and misunderstanding were reported. Their attitudes and values in terms of attributing 
blame, responsibility and managing risks, as well as how other reacted to them were described. In addition, fail-
ure to recognize and respond to unexpected changes during labour was reported. A lack of clinical decision 
support and difficulty implementing and prioritizing safety strategies were also mentioned. 
3.2.2. Patients’ Perspectives on Lack of Trust and Involvement, as Well as Medication Errors 
This theme includes patients’ experiences of lack of trust and lack of involvement in their own safety care. Two 
of the studies reported wrong medication resulting in harmful errors. 
3.3. Strategies to Support Interventions to Improve PS 
With the exception of one, all studies mentioned supportive interventions to improve PS. Safety culture and cli-
mate were related to team training, high-risk clinical drills, use of professional guidelines, task description and 
reporting. The safety culture included a climate of openness when things went wrong, learning and sharing 
safety lessons as well as the importance of feedback and acknowledgement. Supportive management activities 
and leadership capacity were also highlighted. 
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3.3.1. Communicating Effectively 
Aspects reflecting individual, team and organizational productivity were reported. Communication between 
healthcare professionals was described as inadequate and a greater awareness of AEs and near-misses was 
deemed necessary. Communication with the patients and their family members was considered lacking. Patients’ 
expectations of being involved and assuming responsibility for their own safety were not fulfilled. Wrong obste-
tric medication resulting in harmful errors that could have been due to a misunderstanding was reported. Con-
sequently, strategies for involving and communicating with patients and their family members were considered 
essential. 
3.3.2. Gaining Competence by Learning from Adverse Events  
This theme is related to reports of the need for team training, high-risk clinical drills, help to understand and use 
guidelines and standard documents, in addition to task description. It also reveals the need for leadership and in-
cident support management activities. Learning from AEs and near-misses was described as a resource and a 
means of preventing mistakes.  
3.4. The Relationship between AEs, Near-Misses, Strategies and the WHO’s Patient Safety 
Model  
Table 2 describes the relationship between AEs, near-misses, strategies to promote PS, and the WHO Patient 
Safety Model [17]. The core components related to PS competence are the capacity to contribute to the patient 
safety culture by increased reporting of AEs and near-misses, as well as optimizing environmental resources to 
ensure PS. From the perspective of healthcare professionals, PS involves their ability to communicate effective-
ly and identify failure modes and near-misses in a culture characterized by teamwork and collaboration. From 
the patient perspective, PS concerns healthcare professionals’ capacity building competence, ability to optimize 
patient-centred care and manage safety risks. 
4. Discussion  
This study uniquely contributes to the literature on PS, AEs and near-misses in obstetric care in at least four 
ways: 1) We provide an overview of the recent literature on the subject per se, the types of healthcare AEs in the 
context of PS, the prevention and support interventions that were implemented, as well as perspectives on the 
WHOPS competence outcomes. 2) The present literature review helps to elucidate the impact of AEs and 
near-misses. 3) Twelve types of AE and near-miss were identified and categorized from two perspectives, thus 
providing a deeper understanding of the phenomenon. Based on the existing literature, the healthcare profes-
sionals’ perspectives included ethical conflicts, attributing blame and responsibility, communicating effectively 
and gaining competence by learning from adverse events, while the patients’ perspective highlighted strategies 
for managing safety risks and preventing harm. 4) The meaning of patients’ experiences of responsibility for 
their own safety, lack of trust and medication errors was also included. 
4.1. Healthcare Professionals’ Perceptions of Ethical Conflicts, Attributing Blame and  
Responsibility 
Aspects of the quality and safety culture are described in several ways, including ethical conflicts. Interventions 
for improving PS, healthcare systems, processes and outcomes are suggested on organisational-, group- and in-
dividual levels. Challenges on the individual level remain, as personal attributes seem to play a major role in the 
commitment to learn from the consequences of AEs and near-misses. Evidence of individuals’ attitudes to re-
porting, analysing and learning from AEs and near-misses is less frequently described. This is specifically con-
cerns the ability to recognize AEs and near-misses, feeling obliged to voice concerns about situations with a po-
tential risk of patient harm [27] and whether or not to report the event [30]. This finding is in line with Barach 
and Small [31], who focused on barriers and incentives to reporting near-misses. On the individual level a bar-
rier can be lack of trust and fear of reprisals, leading to reluctance to report near-misses. Trust is fundamental to 
interpersonal relationships and involves an expectation of being seen, heard and treated with respect [32]. Being 
in need of support through communication with another person can be considered self-disclosure, which makes 
an individual vulnerable by exposing her/him to the risk of being ignored [32]. The other person has the power 
to decide whether to accommodate or ignore [32]. Trust is a prerequisite for communicating complex issues. 
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Lack of trust between healthcare professionals creates mistrust, which can be a barrier to open communication 
[27]. Barach and Small [31] stated that an example of a common conflict in near-miss reporting systems is sacri-
ficing accountability for information, i.e., negotiating moral hazards when choosing between the good of society 
and the needs of individuals.  
The WHO Patient Safety Model [17] highlights the importance of identifying failure modes in PS. Strategies 
are required to improve PS within large organizations, therefore reflection and critical incident analysis models 
are necessary to assist healthcare professionals to achieve predictable learning outcomes. Symon et al. [28] un-
derline the need for openness in clinical practice, as well as clinical support such as supervision. Clinical super-
vision allows time to reflect on and learn from experiences and has been reported to lead to improved compe-
tence development in form of increased interpersonal, professional and communication skills [33] [34]. From an 
ethical perspective Berggren and Severinsson [35] explored the decision-making style of nurse supervisors from 
an ethical perspective by focusing on their priorities and interventions in the supervision process. The interven-
tions involved sharing knowledge and values with the supervisees, in addition to recognizing them as nurses and 
human beings. Furthermore, the core components of supervision as demonstrated in supervision sessions are: 
guilt, reconciliation, integrity, responsibility, conscience and challenge. When describing supervisors’ ethical 
styles Berggren et al. [35] identified three core themes: “Is it safe?”; “Is it right?”; and “Is it kind?”, when de-
scribing supervisors’ ethical styles. The first theme covered the supervisors’ rules, codes and values that guide 
their supervisory actions, and comprised two subthemes: empowerment and integrity. The second theme ‘Is it 
right?’ described the supervisors’ responsibility and advocacy as well as the ethical dilemmas experienced in the 
supervisory process. Finally, the theme “Is it kind?” included the supervisors’ relationships with patients, pro-
fessionals and supervisees. A study revealed that midwives’ supervisory styles were related to their ability to 
create a trusting and caring relationship, demonstrate problem-solving capacity, and exhibit willingness, prepa-
redness and courage to support the women [36] [37]. The midwives’ leadership role was described as involving 
a crucial set of professional management skills and techniques. Thus, attending supervision may positively in-
fluence the PS culture when the healthcare professionals reflect on, respond to and disclose AEs. 
4.2. Communicating Effectively and Gaining Competence by Learning from Adverse 
Events  
Communication is a core aspect of PS culture. Poor communication between healthcare professionals’ is a 
well-known patient safety risk [29]. According to Simpson et al. [27], healthcare professionals’ interactions with 
each other and patients should be respectful, creating a situation characterized by kindness and caring. 
PS culture should be based on trust, open communication and effective teamwork [27]. How persons should 
be treated is a complex question that in part depends on ideas about humanity, norms, values and what is good 
for other individuals [38]. Meeting, listening, being open to different possibilities, and sharing lived experiences 
help create an enabling environment for learning [39]. Instead of direct communication between colleagues 
leading to a care plan developed through the wisdom and experiences of knowledgeable professionals, health-
care professionals sometimes choose to act on the basis of what they think is in the patient’s best interests [27]. 
Interdisciplinary communication between healthcare professionals has sometimes proved to be minimal [27]. 
Furthermore, communication and teamwork could be improved to promote patient safety during labour and birth 
[27]. In the aforementioned study it was found that the first focus of improvement should be internal communi-
cation by means of a standardized handover tool [29]. This is in line with Simpson et al. [27], who emphasized 
that future research should prioritise identification of interventions for improving teamwork and PS. Standar-
dized tools and expected behaviours are known to be effective strategies for enhancing teamwork and reducing 
the risk of patient harm.  
Thus, improved interdisciplinary communication and incident reporting are necessary to maintain PS. The key 
benefit of improved PS is identification and appropriate management of risks ([40], p. 44). Other benefits are 
staff involvement in risk management processes, professional accountability and responsibility [40]. While 
feedback to those who report AEs and near-misses is also important, it often does not occur as it is dependent on 
the PS culture. 
4.3. Patients’ Perspective on Lack of Trust and Involvement, as Well as Medication Errors 
It was revealed that patients experienced lack of trust and involvement in their own safety care, which raises 
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questions about midwifery and medical care models. The approaches resulting from midwifery and medical 
perspectives can be seen as complementary and an outcome of teamwork between midwives and physicians [41]. 
Midwifery focuses on the normalcy of pregnancy and birth, which are seen as a natural process and midwives 
are experts in supporting and enhancing labour and delivery. The medical model concentrates on the pathology 
of pregnancy and birth. In the present review the main focus was on AEs and near-misses in obstetric care, i.e., 
labour and birth complications. The benefits of midwifery models of care are several. Continuity of Care (COC) 
has been defined as starting in early pregnancy and continuing through the pregnancy, labour and birth until the 
end of the postnatal period [42]. The key principles are: 1) ability to develop a meaningful relationship with the 
women; 2) occupational autonomy and flexibility so that midwives are in control of their own work, enabling 
them to organise and prioritise; and 3) support at work that includes regular meetings with colleagues to reflect 
on practice, share ideas and information, as well as knowing when certain colleagues may need more support 
due to personal or professional circumstances [43]. COC is an important factor for enhancing quality of care, 
trust and confidence, as well as overall satisfaction [44]. Women who had a midwife-led care model were less 
likely to experience hospitalisation (risk ratio (RR) 0.90, 95% confidence interval (CI) 0.81 to 0.99), the use of 
local analgesia (RR 0.81, 95% CI 0.73 to 0.91), episiotomy (RR 0.82, 95% CI 0.77 to 0.88), instrumental deli-
very (RR 0.86, 95% CI 0.78 to 0.96) and were likely to experience no intrapartum analgesia/anaesthesia (RR 
1.16, 95% CI 1.05 to 1.29), spontaneous vaginal birth (RR 1.04, 95% CI 1.02 to 1.06), to feel in control during 
labour and childbirth (RR 1.74, 95% CI 1.32 to 2.30), be attended during the birth by a familiar midwife (RR 
7.84, 95% CI 4.15-14.81) and initiate breastfeeding (RR 1.35, 95% CI 1.03 to 1.76 [45]. Homer et al. [46] tested 
whether a new community-based model COC provided by midwives and obstetricians improved maternal clini-
cal outcomes, in particular by reducing the caesarean section rate. The findings demonstrated a significant dif-
ference in the caesarean rate between the community group and the control group. COC has been shown to re-
duce interventions in labour, particularly augmentation of labour, analgesic use and electronic foetal monitoring 
[47].  
Communication and relationships should be fostered in healthcare to maintain PS. This is in line with 
McCormack and McCance [48], who emphasize that relationships are built on understanding and sharing collec-
tive knowledge. The theory of person-centredness is important for optimizing a patient-centred care model [17], 
which is based on a humanistic approach where all individuals are seen as unique, worthy, competent and equal. 
According to the theory of person-centredness, a patient should be invited to take part in a dialogue and offered 
choices through a therapeutic relationship in which she/he is empowered to become involved in decisions [48].  
The person-centred approach means that responsibility, knowledge and initiative are shared between the pro-
fessional and the patient [48]. Entwistle and Watt [38] state that in quick thoughts or casual conversations, 
healthcare professionals’ tend to equate person-centred care with doing what patients say they like, which means 
that the deep value base, intrinsic worth and complexity of the concept can be lost. For example, when a patient 
is harmed by treatment, the natural wish of both the patient and healthcare professionals can be to distance 
themselves from one another. In such a situation the healthcare professionals are responsible for ensuring conti-
nuity of care and maintaining the therapeutic relationship.  
Patient and their families need support after AEs [49]. An unreflective emphasis on preferences can detach the 
idea of person-centred care from what is ethically significant, especially when preferences are not well informed, 
stable, strong or good, or do not relate to issues of importance. In some cases this can demand more of health-
care professionals than existing interpretations of person-centred care because it also requires personal capabili-
ties [38]. Therefore, in order to manage safety risks it is important to include patients’ expectations of being a 
decision-maker. According to Ofstad [50], a person may be free to make decisions based on her/his own expe-
riences. However, many factors influence the decision-maker, i.e., biological factors, environmental factors, in-
terests and affects, feelings and desires, purpose of the decision-making, the willingness to make decisions, as 
well as the individual’s value and norm system. Moore et al. ([51], p. 278) highlight the women’s active in-
volvement in decision making. They developed a patient-centred implementation model in order to ensure the 
safety of the baby and trust in clinicians. Important concepts in the model are awareness, knowledge, intention, 
and expectations related to the safety of the baby. The concepts related to trust in midwives and physicians are 
attitudes, intentions, and expectations of involvement in decision-making. Shared decision-making implies that 
patients should be informed about the essential role they play in decisions and receive the support they need to 
express their values and be able to ask questions to successfully address the components of quality and safety 
[52]. Moore et al. [51] and Moore et al. [53] studied shared decision-making in relation to induction of labour. 
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They found that women tend to favour the care they are offered and avoid demanding recommendations from 
their clinician. Informed, shared decision-making should be encouraged as a first step to address the risks asso-
ciated with the induction of labour. This is in accordance with Scholefield [55], who argued that risk manage-
ment is the key to improving the safety of care. It is necessary to understand the theory of human error and the 
system, rather than a person-centred approach to dealing with AEs. Thus, risk management has many compo-
nents including learning and education from adverse incidents. A Japanese study showed that the time devoted 
to patient safety education is four hours or less [56].  
4.4. Limitations 
This review was limited by the fact that it only included nine published articles. In the review we used the 
PRISMA checklist of items to report and analyse the quality of the articles [21]. The terminology in PRISMA 
was developed from the definitions used by the Cochrane collaboration [54], a clearly formulated questionnaire 
that employs systematic and explicit methods to identify, select, and critically appraise relevant research. A li-
mitation is that some checklist items were not used because they were not relevant to the review questions ad-
dressed. For example, we did not describe all information about the methodological quality of the studies, such 
as population, sampling methods, response rate, data collection procedures, measurements, reliability and valid-
ity or the statistical method. We focused on the integration of the findings in order to answer the review ques-
tions. 
5. Conclusions and Future Research 
The key question is whether or not healthcare professionals dare to report AEs or not. It is probable that they are 
influenced by the PS culture. It is very serious if incident reports are expected to lead to improved PS but rou-
tines are not changed. The need for further research was clearly indicated by the fact that our inclusion and ex-
clusion criteria limited the number of studies in the review. Future research should include assessment of pa-
tients’ experiences of the person-centred care model such as perceived lack of responsibility in the context of PS. 
To date, there have been relatively few studies of patients’ role in their own safety. In addition, future studies 
should elaborate on the definition of PS and medical safety in order to identify similarities and differences. 
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